The various steps of the medication system depend on all health professionals and they go from the prescription, which is established by institutional protocols, but most often it is the responsibility of the doctor distribution and dispersion of the drug that is under the responsibility of the pharmacist and just as important is the last step, the preparation and administration of medication, including this, since the technique of administration action to observation of the effects of medication, being the entire responsibility of the nursing staff. 4 Although everyone has their role in the medication process, is not constant in the hospital system a multidisciplinary work, which included for all skills, monitoring, visualization and reporting of any reactions that arise in client, before, during and after medication administration. This perspective is necessary that the multi-professional team is qualified, trained and educated to provide comprehensive care, which continuously observe the patient during medication system, particularly the nursing staff, which is reciprocally connected to the subject since his admission to his hospital discharge which is reciprocally connected to the subject since his admission to hospital discharge in order, to avoid that the maximum error related to medicines. dissertations, theses and reviews formats. Figure 1 shows the strategy used for the identification and selection of articles included in the study sample. Table 1 summarizes the contents of such publications as the title, authors, year of publication. 
RESULTS AND DISCUSSION

Study Main Results
S1
Negative consequences both for patients and for professionals and may arise in the first 24 hours or later for both. Harm to patients was characterized by physiological changes in hematological, cutaneous, metabolic, respiratory, cardiovascular and renal systems increased their stay in hospital. For professional consequences was characterized by wasting time (used to reverse the error) culminating in increasing the workload also has repercussions on both warnings and notifications made by nurses as by the board of nursing, resulting in dismissal as punitive method used.
S2
Behaviors related to administration: most common errors was submitted to the administration of the drug on the wrong patient, followed by the wrong route. Behaviors related to perception: communication error cited by the professional himself that triggered the error, followed by the denunciation of another professional who realized the error.
S3
At least one error occurred in 40 (85%) of all infusions. The errors were primarily related to increased concentration and time incorrect infusion in 34 (72%) occasions, and residual dose in equipment in 27 (54%) administrations among other. We did not identify a significant association between training and different errors (p> 0.01).13 of 47 observations (28%) were in central catheters and 34 (72%) were peripheral catheters administrations. Of these 34, 14 (41%) catheters were anticoagulant. No administered saline or distilled water to avoid drug interactions before administering the antibiotic.
S4
The conducts in order of priority were: communicate to physicians (69.8%), increase patient care (55.1%) and record in medical record (28.0%). Concern was the predominant affective expressions (79.3%), followed by impotence and anger (22.4%, each) and insecurity (24.4%).In relation to feelings, no statistically significant differences neither in the time of graduation, nor in time of experience in the emergency area were found. It was observed that the statistically significant difference between the feelings with age and previous experience with medication errors.
S5
There was prescriptions rate that was no explicit presentation of the drug and the dose of drug above 80%. 34.2% of prescription drugs there was no record of medication administration on time. 51.5% of the drugs were not administered. The prescriptions were illegible, and the records were, mostly, not filled out correctly.
S6
Approximately 96% of patients were victims of medication errors. As the dose omission and erroneous administration of drugs characterized as the most common failures respectively.
S7
The most common feelings related to the error are: The most common feelings are related to the error: panic, despair, worry, guilt, shame, fear and insecurity. Upon error primordial feelings is despair and panic, then when it becomes aware of the error appears to guilt, worry, insecurity and fear of harm or death to the patient.
S8
Lack of uniformity in understanding what is a medication error and when it should be notified to the doctor or completed the incident report. The study points to the need to develop educational programs, that clarify what are medication errors discussing scenarios to understand the causes of the problem with proposals for improvement.
S9
78.26% of the drugs were administered by nasogastric tube and 97% of the drugs were in solid dosage forms. During the preparation phase of the 23 situations observed not was employed the correct hand hygiene technique. Among the interviewed employees, 86.96% did not perform any update course, related to pharmacology and medicine administration.
S10
The conduct adopted are summarized in communicating the error to the doctor, nurse or supervisor and then direct measures focused to the patient in order to prevent or reverse possible consequences of the error. Procedures such as: administration of antagonist drugs or those who should have been administered exams and resuscitation (if applicable) are the main conduits led to the patient.
S11
68% of students researched believe it is necessary to enhance their knowledge about the calculations with percentages involving medications. In reference to the knowledge of the rule of three, 47% report having little doubt, 45% and 8% no doubt many questions. Regarding knowledge of the meaning of "medication error", 65% said they would know to identify a medication error and 35% answered no. About half of the participants, 51% believe that the nursing assistants and medical prescriptions are responsible for medication error.
S12
Most failures were pointed exchanges of patients at the time of administering the medication. 13% of the subjects responded that the routine preparation induced the error. 12% reported verbal prescriptions along with miscalculations medication. Similar names, grouped with short distraction was cited by 11% and 10% of participants, respectively. Continuing education, updates, improvements and recycling to increase the knowledge acquired in basic training curriculum, assist in reducing flaws. And 68% of the errors were detected in the study by the onference of the prescriptions.
S13
The 14,15
Factors related to nursing practice that lead to errors in medication administration have been described in all studies analyzed, highlighting the lack of continuing education and problems with medical prescriptions (Table 2) . 
S8
Illegible prescriptions, lack of data and information in the pages of prescription medications, lack of uniformity of conduct and understandings, knowledge deficiency, little work experience S9 Incorrect technique for hand hygiene, inadequate notes regarding patient identification; joint administration of drugs; dragees crushed controlled release; incomplete information about the medication and the patient and no standardization of techniques S10 Lack of qualification and continuing education S11 Lack of attention; overwork; knowledge deficiency; illegible handwriting on the prescription and inadequate team orientation from the Nursing professionals S12 The routine preparation, verbal prescriptions along with miscalculations medication. Similar names, grouped with distraction abbreviation. The rush to serve patients, lack of knowledge about prescription medication and unreadable S13 High workload, lack of attention, fatigue,rush, stress and overload of work, working conditions faced by nursing staff, lack of knowledge Table 3 presents the strategies identified by the studies analyzed to prevent and / or minimize errors arising from the administration of medication. Among the strategies noted, there is the continuing education and continuing review of procedures for the work of the nursing staff. 
Studies
Strategies aimed to prevent and / or minimize these errors.
S1
Actions of continuing education and administrative
S2
Review the work process; professional training; incorporation of technological resources, creation of protocols and use of barriers S3 Implementation study areas for future research and research priorities. Continuing education for professionals in regard the administration and knowledge about drug interactions S4 Periodic training on the stages of the medication system (prescribing, dispensing and administration) Creation of a multidisciplinary committee involved with aspects of patient safety; creating a manual that contains information, standardizing the way to prescribe medications; trained medical residents , by computerized prescribing system, deployment and use of unit dose bar code medication administration
S5
There should be multidisciplinary and systemic focus under which medication errors should be analyzed. Stimulate communication of the error as one of the main ways to access the actual causes of events and their possible prevention
S6
Continuing education for professionals involved in the prescribing, dispensing and administration process S7 Transform past mistakes into prevention strategies, establish safety rules as: Conference of labels, doses, among others, adequate working environment; psychological support to professionals; investment in continuing education and advanced technologies to improve care; encourage practices of non-punishment
S8
Environmental safe as adequate lighting temperature control, no noise, and personal interruptions, updated knowledge and work experience, educational programs, which clarify that are medication errors; continuing education, recycling courses and periodic training S9 Continuing education; partnerships between professionals emphasizing interdisciplinary work; standardized and documented techniques, not crunch the controlled-release tablets; administering a drug at a time S10 Continuing education for nursing professionals, supervision of medication administration; take advantage of mistakes and turn them into learning for the system, creating policies that encourage reporting of errors by professionals, creation of protocols and forms for notification, reporting and monitoring of error S11 Continuing education, training courses S12 Always use the five rights. The nurse must constantly evaluate your team and raise difficulties during preparation of medications. Guidelines, training and a robust system of standards and procedures are much more effective. The scheduling should be done by the nurse, and the employee responsible for drug administration the patient should consult the scheduling during the workday S13 Updating knowledge; improving education of the nursing staff; guidance and supervision of staff by nurses; constant updating of the nursing team 
